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The series presented was seen during the past twelve years, and drawn from a relatively small and circumscribed population in S.E. London. The obstetrical management was by Miss Catherine Blyth and Mr Keith Vartan, and latterly Mr Alexander Fyfe. Diabetic treatment was under a single physician who gave personal supervision to each case and worked closely with the obstetricians.
Faetal mortality (Table 1) is shown under the headings of 'All' and 'Treated' cases, the latter being those who came under treatment at or before 32 weeks. There were no foetal abnormalities incompatible with life. There was no maternal mortality. Medical treatment: We aim at normoglycmmia throughout pregnancy. Owing to close supervision and the ready co-operation of most patients anxious to have a live baby, this is not difficult to achieve. Patients attend the clinic at two-weekly intervals for the first six months and weekly during the latter months. Admission to hospital occurs at the slightest indication of diabetic unbalance or obstetrical complications. All patients are admitted during the first three months for blood sugar control and, if on a single dose of long-acting insulin, to change to soluble insulin twice daily. The addition of a small dose of protamine zinc insulin to the evening soluble, as suggested by Oakley (1953) , is found invaluable in controlling the fasting blood sugar. There is a second admission during the second three months and, finally, at 36 weeks or earlier if management is difficult during the third trimester. All patients are therefore admitted at least three times during pregnancy.
Obstetrical management: Of the 82 treated cases, 23 were terminated at 37 weeks, and 35 at 38 weeks, there being only one feetal loss in this group of 58 patients. Of treated cases the method of termination was: Spontaneous in 19 5 %, induction in 35 5 % and by Cvsarean section in 45%. We consider that the optimum time for termination in the absence of complications is 38 weeks. It is recognized that the type of diabetes in terms of insulin requirement bears no relationship to feetal loss (Oakley 1953 (Oakley , 1961 Given et al. 1950 ). In our series there is in fact a higher foetal mortality in those cases treated by diet alone ( Table 2) .
The high fretal loss, particularly marked in the 'All cases' series, is accounted for by those cases of subclinical diabetes who are discovered late in pregnancy, for whom little planned treatment can be given.
When we consider whether diabetes was diagnosed before or during pregnancy (Table 3) , a close relationship between this and the type of treatment (Table 2) Most insulin-treated cases were known diabetics before pregnancy (55 of 58 'treated' patients), whereas the majority of those who could be controlled by diet alone were diagnosed during pregnancy. The former may be described as pregnancy in diabetes and the latter as diabetes revealing itself in pregnancy. An awareness of the risk to the infant in cases of mild diabetes dis-covered during pregnancy should result in a search for such patients, particularly where a history suggestive of latent or subclinical diabetes is present and in their discovery as early as possible in pregnancy. In fact a history suggestive of potential diabetes in a woman of child-bearing age should lead to investigations which may bring to light a diabetic condition and so institute treatment before pregnancy occurs. The recent decrease in perinatal deaths in infants of diabetic mothers has been associated mainly with a lowering of the number of stillbirths, without a corresponding lowering in the number of neonatal deaths. The most important itiological factor in these neonatal deaths is idiopathic respiratory distress syndrome ('hyaline membrane disease').
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In the ten years 1951-60 at King's College Hospital, there were 37 neonatal deaths in babies of diabetic mothers. Thirty-one of these were subjected to post-mortem examination ( Table 1) , most of the remainder being very small and previable. Resorption atelectasis, usually with hyaline Pre-viability 1 membrane, was present in 25 of these cases and in 13 of the latter other abnormalities were present.
In the Perinatal Mortality Survey of 1958 under the auspices of the National Birthday Trust Fund (Table 2) , there were 20 neonatal deaths, 15 of which were subjected to post-mortem examination. Resorption atelectasis with hyaline membrane was present in 8 cases with complicating features in 4 of these.
The immediate cause of death in untreated cases of idiopathic respiratory distress syndrome is an acid-base and electrolyte imbalance and correction of this may keep the infant alive for a sufficient length of time for the lung condition to undergo spontaneous resolution.
The acid-base state of an infant immediately following birth reflects the degree of asphyxia neonatorum, in the presence of which there is a respiratory acidosis with a superimposed nonrespiratory (metabolic) acidosis. These changes rapidly regress following the establishment of respiration, the infant returning to approximately its late fretal state with a lowered Pco2, lowered buffer base and lowered pH.
Sixty-one infants of diabetic mothers were investigated for acid-base and electrolyte status. The results of some of the findings in those infants without clinical respiratory distress (Table 3) show that the range of values is greater than in the normnal neonate, although similar values are found in very small premature infants without respiratory distress. Other blood constituents show less marked changes. In respiratory distress 
